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Abstract
The purpose of this study is to examine whether perceptions of mental illness have a
relationship with burnout among frontline staff in adolescent treatment facilities.
Participants include 199 frontline staff with a minimum of a bachelor’s or baster’s degree
who serve as direct care staff to adolescents including medical, milieu, and clinical staff
serving at various institutions. Frontline staff completed two self-report inventories. The
Maslach Burnout Inventory (MBI) was used to determine the risk of burnout measuring
three areas: depersonalization, exhaustion, and personal achievement. Participants also
completed the Beliefs Toward Mental Illness Scale (BTMI) measuring dangerousness,
incurability, and poor interpersonal skills and dysfunction. The current research was a
regional study and information was collected in person. The current study is quantitative
in nature with perceptions toward mental illness as the independent variable and burnout
as the dependent variable. This study was completed to assess attitudinal variables
towards mental illness that may affect frontline staff’s burnout in mental health settings.
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Chapter 1
The purpose of the study is to examine whether there is a relationship between
frontline residential treatment staff (FLRS) perceptions of mental illness and staff
burnout. Chapter 1 introduces the study by providing an overview of the relevant
literature and the research problem. It is divided into multiple sections including (a)
background, (b) conceptual framework, (c) need for the study, (d) significance of the
study, (e) purpose of the study, (f) research questions, (g) definition of terms, (h)
delimitations, (i) assumptions, and (j) organization of the study.
Background
Approximately one in five children will experience a mental health concern
during their lifetime (Merikangas et al., 2010). To mitigate this need, psychiatric
hospitals, support groups, outpatient services including private practice or community
mental health agencies, case management, and intensive outpatient services are all
options for children seeking help for mental health concerns. Residential treatment
centers are among the most frequently used options for adolescents. According to the
American Academy of Child and Adolescent Psychiatry, there are over fifteen hundred
residential treatment facilities within the United States serving over 50,000 children
(Merikangas et al., 2010).
However, the Health Resources and Services Administration anticipated the
supply of workers in selected behavioral health professions to be roughly 250,000
workers short of the projected demand in 2025 (Levine & Choi, 2004). High staff
turnover, dissatisfaction, and low morale have contributed to high attrition rates, which
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also result from burnout (Duffield, Roche, Homer, Buchan, & Dimitrelis, 2014; Kerin &
Aguirre, 2005; Woltmann et al., 2008).
The combination of the increasing use of residential treatment facilities for
children and the simultaneous shortage of behavioral health professionals suggests a need
to retain current frontline mental health workers. However, there is a problem centered
around being able to retain frontline staff due to workers experiencing burnout.

Burnout emerged in the mid-1970s as a social and pragmatic issue versus a
scholarly and academic problem (Maslach, Schaufeli, & Leiter, 2001). Burnout was
originally seen as a practical work place problem. Freudenberger (1977), was the first to
define and study burnout in the United States. Burnout was perceived as a phenomenon
that was restricted to professionals doing “people work” or human services occupations
and later was applicable to any working person. Burnout is defined as a response to
chronic emotional stress with three components: emotional or physical exhaustion,
lowered job productivity, and over depersonalization: negative or cynical attitudes or
feelings about one’s client (Perlman & Hartman, 1982).

Maslach and Jackson (1981) stated in their original review of burnout that the
condition takes about a year to develop. Maslach, Schaufeli, and Leiter (2001) later found
that burnout is widely seen in staff who are at the beginning of their tenure and those who
are nearing the end, being less visible in the middle of staff’s work experience. Thus,
burnout has been discussed in areas of business, political activism, and non-service work
(Schaufeli, Maslach, & Marek, 2017).
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Perlman and Hartman (1982), report that a person experiences burnout when there
is a response to chronic emotional stress with three components: emotional or physical
exhaustion, lowered job productivity, and over depersonalization (negative or cynical
attitudes or feelings about one’s client). According to James and Gilliland (2017),
burnout arises when previous and current work stressors are intense and nonstop.
Maslach and Leiter (2016) have found six major sources of burnout: complexity of job
role; micromanagement of staff members; lack of compensation, recognition or pleasure;
absence of social support; diminished fairness; and organization's failure to acknowledge
a staff member’s value in the company.
Burnout, also referred to as emotional exhaustion, relates to the lessening of one’s
emotional coping means as an outcome of the interpersonal strain placed on staff from
clients (Shead, Scott, & Rose, 2016). Burnout is often understood as chronic fatigue or a
loss of energy toward a task. Depersonalization is also known as a loss of empathy,
which results in staff having a negative perception of clients and their work. Personal
achievement describes how an individual believes their ability to positively resolve a
situation. A high score in the first two sections and a low score in the last section may
indicate burnout. In addition to identifying burnout using scores which will later be
discussed, exploring levels and stages of burnout are also important.
When examining burnout, three levels have been identified as an explanation of
its progression: trait, state, and activity levels (Forney, Wallace-Schutzman, & Wiggers,
1982). At the trait level, staff members are completely consumed in every aspect of their
work life limiting their functionality and orientation. State level burnout is intermittent or
situational, for example, loved ones experiencing sadness around holidays or staff facing
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crisis events at work needing physical force intervention. State level burnout can benefit
from training. The activity level of burnout includes any activity that is performed
repeatedly at an intense level such as frontline staff workers work shift. The best way to
respond to activity level burnout is to alter the routine.
James and Gilliland (2017) also identify stages of burnout. These stages are
enthusiasm, stagnation, frustration, and apathy. Enthusiasm describes how workers
present when starting jobs due to having optimistic expectations which can sometimes
result in unrealistic expectations. Frontline staff experience stagnation when their
personal, financial, or career needs are not being met. Frustration, like personal
accomplishment as measured on the Maslach Burnout Inventory (MBI) (Maslach &
Jackson, 1981), occurs when frontline staff begin to question their effectiveness and lose
sight of their efforts being fruitful. Lastly there is apathy or long-lasting indifference also
known as burnout.
Statement of the Problem
The statement of the problem will include examining the origin of residential
treatment centers (RTCs), the purpose of RTC, and residential agency orientation. This
section will also explore stigma and perception of mental illness, employee job
satisfaction, burnout interventions, and compassion fatigue. Frontline staff are exposed to
several things including danger, emotional strain, and lower wages when entering this
culture of work. Although dangerousness can occur when working with those with
mental illness, perceptions change when staff encounter this type of behavior along with
other work duties. To examine those working in mental health, we will explore what
frontline staff do and what their working conditions are.
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Although it is unclear when treatment centers began to appear, research suggests
that adolescent treatment facilities began in Europe in 1952, and were later established in
the United States. Liahona Treatment Centers in Utah, for example, provide services for
adolescent boys. According to The American Academy of Child & Adolescent Psychiatry
(2010), residential treatment programs provide intensive help for youth with serious
emotional and behavior problems. It has been reported that adolescent residential
treatment centers are a necessary evil because in some cases, youth are not safe enough to
live productively in the community; but placing them within residential care can be
traumatizing due to removing them from their home environment (Barford & Whelton,
2010; Bhatia & Goyal, 2018).
Youth within residential treatment centers can display verbal and physical
aggression, self-harming behavior, and sexually acting out (Pazaratz, 2000). Frontline
staff are particularly prone to experiencing burnout due to inevitable challenges they will
experience while working with high, or at-risk youth (Barford & Whelton, 2010).
Krueger and Glass (2013), report that working with children within a residential
treatment setting is rated as one of the most difficult careers due to the emotional strain
involved.
Frontline Staff. Frontline staff are individuals with a minimum of a bachelor’s
degree that serve as direct care staff to adolescents including medical, milieu, and clinical
staff serving at various institutions (Maslach & Leiter, 2016). Frontline staff in this
proposed study will be identified as employees who work a minimum of 40 hours per
week and have direct contact with clients regularly, including being responsible for crisis
intervention and supervision. Frontline staff can be influenced by the attitudes of other
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employees toward the population they serve. The exposure to negative attitudes of
coworkers could lead new frontline staff to dislike their working conditions and develop
a negative outlook toward the clients they engage (Calitz, Roux, & Strydom, 2014).
More specifically, staff can experience depersonalization, which is experiencing a
loss of empathy for their clients (Maslach, Schaufeli, & Leiter, 2001). Depersonalization
results from reasons such as clients not fulfilling expectations staff have for them and
staff struggling to accept a reality of a client that appears to be incongruent with what
staff considers acceptable. Clients are made to fit into the workers’ preconceived patterns
of the way things “ought to be” (Freudenberger, 1977). The nature of frontline staff
revolves around working with others who are not at the highest level of self-actualized
behavior (Maslach & Jackson, 1981).
Frontline staff are tasked with being able to separate the adolescents from their
behavior, which can be a tumultuous task (Calitz, Roux, & Strydom, 2014). In other
words, frontline staff are asked to view clients through a trauma-informed lens. Traumainformed care challenges staff to change their cognitions from asking the question, “What
is wrong with you?” to “What has happened to you?” This perspective allows staff to
view clients as people rather than undesirable behaviors. Trauma-informed worker
development training has been found to be a strong predictor against burnout (Handran,
2015; Salloum, Kondrat, Johnco, & Olson, 2015). Approaching youth with a traumainformed lens requires a labor that is not associated with physicality.
Johnson and colleagues (2018) report that all healthcare work involves emotional
labor due to the interaction between client and staff. Emotional labor is a new job stress
when employees ignore their emotions in exchange for earning a wage (Johnson et al.,
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2018). Frontline staff work with impulsive youth in unpredictable environments because
of the client and frequent policy changes. Staff are expected to manage working with
children who possess significant psychological and behavioral impairment. Along with
emotional tasks, violence against staff is an additional factor to consider when discussing
working in residential treatment centers (Auerbach, Stewart, & Johnson et al., 2018; Fair
et al., 2016). Over time, assaults from clients can also lead to compassion fatigue and
burnout (Johnson et al., 2018). An additional function of working in residential treatment
facilities is learning how to navigate those spaces.
While receiving residential treatment, children temporarily live outside of their
homes and in a facility where they are supervised and monitored by trained staff 24 hours
a day. Frontline staff play an exclusive role because of their extended time with youth
within a living environment (Fried & Fisher, 2016). Before frontline staff enter these
facilities, they typically attend orientation sessions that include how to protect themselves
from physical harm and provide CPR training and guidelines for reporting staff members
who exhibit unprofessional behavior. Training can influence how staff members deal
with the challenging behaviors of those with mental illness (Shead, Scott, & Rose, 2016).
Frontline staff are exposed to mental illness so much that Link and colleagues (1999)
introduced the idea of lay appraisal.
After their orientation, staff enter a new culture of living with adolescents and
working as team members. A frontline staff member’s work shift can range from eight to
twenty-four hours (Hastings, Horne, & Mitchell, 2004). Working in such an environment
can lead to poor performance and negative perceptions about the population served. Link
and colleagues (1999) describe “lay appraisal" as the belief that, before frontline staff
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engage with clients, such factors as family, job experiences, and law enforcement
influence their decision-making toward those with mental illness and can create an
unconscious bias toward the mentally ill. Although frontline staff enter their working
environment with life experiences, there has been research that indicates how stigma
plays a role in perpetuating negative perceptions (Parcesepe & Cabassa, 2013). Corrigan
(2004) reports that public stigma is associated with beliefs that convince people to reject,
circumvent, and separate from those with mental illness.
Stigma refers to how groups of people view an issue, while perceptions are how
someone immediately recognizes or understands something (Mantovani, Pizzolati, &
Edge, 2017). Smith and Cashwell (2011) report that aides or frontline staff had more
stigmas while social workers and psychiatrists had fewer stigmas of people with mental
illness. Smith and Cashwell (2011) found that people believed that negative attitudes
toward clients served among mental health professionals might be a product of feelings
of helplessness and futility (Kavanagh & Deane, 2015); feelings of resistance to
providing services to clients (Kavanagh & Deane, 2015; Minkoff, 1987); inadequate
training and lack of preparedness to work with a given population and setting before
starting in the mental health field (Hromco, Lyons, & Nikkel, 1995; Minkoff, 1987); or
inadequate support and validation (Minkoff, 1987). Moreover, while negative perceptions
can serve as barriers to helping those in need, they can also serve as defense mechanisms
due to feelings of inadequacy (Minkoff, 1987). Staff presenting with negative perceptions
can hide their feelings of inadequacy of being ill-prepared to respond or help those with
mental illness (Minkoff, 1987).
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Halbesleben and Wheeler (2008) report that staff have an increased chance of
detaching from clients and develop negative attitudes toward them when there is a sense
that clients are incurable. According to Maslach, Schaufeli, and Leiter (2001), personal
accomplishment for staff involves feeling ineffective and incompetent to address the
needs of those with mental illness. Staff seek to evoke positive change in clients. When
staff fail to see a positive change in client behavior, this creates a lack of personal
accomplishment for staff (Maslach et al., 2001).
Job Satisfaction. Unfortunately, staff and organizations face economic strain,
mental health concerns, and diminished quality of care as a result of experiencing
burnout. Regarding economic strain, mental health service organizations receive less
funding in comparison to compensation for physical health workers (Garfield, Zuvekas,
Lave, and Donohue, 2011; Johnson et al., 2018). Frontline staff also earn relatively low
wages and receive inadequate benefits that serve as an obstacle for staff when
considering the comparison to the work done and compensation received (Krueger &
Glass, 2013). Employees who experience low job satisfaction and high levels of burnout
are linked with poor consumer outcomes and higher staff turnover (Scanlan & Still,
2013). High staff turnover, dissatisfaction, and low morale have impacted quality of care
(Krueger & Glass, 2013; Duffield, Roche, Homer, Buchan, & Dimitrelis, 2014;
Woltmann et al., 2008). Font (2012) found that frontline staff usually performed their
jobs between two and five years before changing professions. The pressure of watching
out for the safety of self and the safety of the youth can be physically and emotionally
draining (Walton & Barraclough, 2013). In fact, according to Crews, He, and Hodge
(2007), the United States government has highlighted burnout as a significant issue or
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barrier to retaining competent staff in treatment organizations. When burnout is
discussed, many consider compassion fatigue to be a major contributing factor.
Compassion fatigue refers to continuous negative aspects of provision of care for tough
cases and customers in a demanding work environment that generally revolve around
some type of trauma (Ray, Wong, White, & Heaslip, 2013). The following reasons are
presented as contributors to burnout: compassion satisfaction, compassion fatigue, work
life conditions (Ray et al., 2013). Ray and associates explain that professionals in
frontline positions experience symptoms of compassion fatigue which can impede
rapport building and attention to care on the workplace. Counterpointing, compassion
fatigue is a result of bad experiences while compassion satisfaction consists of positive
feelings gained from helping people with traumatic experiences. Leon, Visscher,
Sugimura, and Lakin (2008) reports that frontline mental health professionals who
experience a higher degree of compassion satisfaction in their work would also
experience a more positive work environment or person- job match, which could
decrease job burnout.
Leon, Visscher, Sugimura, and Lakin (2008), in their research on direct service to
clients, have found that, in addition to organizational stressors, burnout can be understood
by looking at theories such as person-job match. These researchers concisely state the
problem of person-job match in a quantitative study using 203 participants. Their sample
was defined as staff who work solely with children through their entire shift, excluding
therapists, psychiatrist, nurses, teachers, clinical directors, supervisors, or other
management focusing specifically on frontline workers. These findings indicate that the
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optimal work setting is a function of the interaction between specific personality
characteristics and specific work environments.
Perceived Dangerousness. Serious mental illness is a major risk factor for
violence across the world (Watt, Storey, & Hart, 2018). Historically, human service
systems struggle with violence against health-care workers (Singh et al., 2014), so much
that a meta-analysis published in North America suggests that between 17% and 50% of
committed psychiatric inpatients have a history of violence (Choe, Teplin, & Abram,
2008).
Magliano and colleagues (2016) report that the majority of people with mental
illness do not act aggressively but are still perceived as dangerous and unpredictable, with
an illness that is not curable. Shipley and Borynski (2013) report that the clear majority of
mentally ill people are commonly not perpetrators of violence but are themselves victims
of violent behavior. Although most individuals who are mentally ill are nonviolent
(Shipley & Borynski, 2013), there is a subset of those who potentially are violent and
who fall into the following categories: Individuals who suffer from delusional and
persecutory ideation (schizophrenics); those with hallucinations (multiple disorders and
co-occurring disorders); people who have bi-polar (manic and depressive episodes);
internal head trauma, dementia, and personality disorders are deep reservoirs for potential
violent behavior with emotional dysregulation, impulsive behavior, and anger control
issues.
People who possess the ability potential to be dangerous, unpredictable, and
uncurable exhibit behaviors that are associated with being negative. Unfortunately,
workers are sometimes victims of assault by clients, which can cause emotional
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responses oftentimes resembling symptoms of posttraumatic stress disorder (PTSD).
Workers then develop hypervigilance, startle response, intrusive thoughts, anger, and
poorer overall mental health (Handran, 2015; Salloum, Kondrat, Johnco, & Olson, 2015).
Job performance due to loss of confidence and negative emotions are all results of
staff's experiencing violence from clients. Handran (2015), found that there are three
stages of trauma recovery. The first stage is overcoming dysregulation and establishing
safety of self regarding the body and how one operates on the job, emotionally and
environmentally. The second stage refers to a victim's coming to terms with traumatic
memories, while the third is integration and reconnection.

Significance of the Study

Negative attitudes or perceptions of mental illness, commitment to an
organization, and turnover have all been associated with burnout among employees
(Burke & Greenglass, 1995). Boyer and Bond (1999) report that burnout and turnover are
believed to disrupt the quality of care provided by staff. This study will address the gaps
in existing literature regarding frontline mental healthcare workers perceptions of mental
illness and burnout. There has been an increase both domestically and internationally of
staff burnout and poor well-being among those who work in human service fields
(Johnson et al., 2018). Because both burnout and mental illness are both significant areas
of concern, seeking to find the relationship between them will hopefully answer questions
that have been unaddressed.
High staff turnover, dissatisfaction, and low morale have impacted quality of care
(Scanlan & Still, 2013). While prior studies have explored public stigma toward mental
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illness, turnover, burnout, and job satisfaction, there have been no found studies focusing
on perceptions of mental illness among frontline staff and its effect on burnout. Scanlan
and Still (2013) found that low job satisfaction and high levels of burnout were associated
with "poorer consumer outcomes and higher staff turnover” (p. 213).
By seeking to examine whether any relationship exists between frontline staff's
perception of mental illness and burnout, organizations and individuals can decide on
how to better help staff so that patients can ultimately be positively impacted.
According to the Health Resources and Services Administration, residential
treatment facilities have a projected staff shortage (Levine, 2018). This study also
explores frontline staff including the training and what staff members think about the
populations they serve. Additionally, residential treatment centers may not be fully
aware of how perceptions may or may not affect burnout on the part of staff members.
Luckily there are programs such as the Krasner Program (Morse, Salyers, Rollins,
Monroe-DeVita, & Pfahler, 2012) discussed below that do address concerns on
responding to burnout.
Purpose of the study
The purpose of this study is to identify whether there is a relationship between
frontline residential treatment staff perceptions of mental illness and burnout.
Research Questions

The general research question examined in this study is, is there a relationship
between frontline staff perceptions of mental illness and burnout in residential treatment
facilities?
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From the general research question, the following two primary research questions
are generated:

1.

Do frontline staff’s race, gender, and job longevity (years of experience in

the field) influence their perception that people with mental illness are dangerous and
incurable?
2.

What is the relationship between frontline staff’s beliefs about incurability

and dangerousness with their level of burnout? Specifically, the following relationships
are of interest:

2a. Is belief that patients are incurable as indicated on the Belief Toward
Mental Illness (BTMI) scale a predictor of staff Personal Achievement on the
Maslach Burnout Inventory (MBI)?

2b. Is there a relationship between frontline staff's perceptions of people
with mental illness as Dangerous on the BTMI and their rating of
Depersonalization on the MBI?

2c. Do Dangerousness and Incurability on the BTMI predict Emotional
Exhaustion on the MBI?
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Definition of Terms

For the purposes of this study, when discussing previous research, references
within this paper will use the language of choice by those authors. An example would be
studies looking at stigma, stress, or attitudes toward mental illness. This study will refer
to perceptions toward mental illness. The following terms as derived from the research
questions are defined here:

Burnout (Perlman & Hartman, 1982) is defined as “a response to chronic
emotional stress with three components: a. emotional and/or physical exhaustion, b.
lowered job productivity, and c. over-depersonalization" (6), or negative or cynical
attitudes or feelings about one’s client.

Mental illness is defined as medical conditions such as schizophrenia, bipolar
disorder, major depression, or conditions that disrupt a person’s thinking, feeling mood,
ability to relate to others, and daily functioning.

Frontline staff (Maslach & Leiter, 2016) are defined as individuals with a
minimum of a bachelor’s degree who serve as direct care staff to adolescents including
medical, milieu, and clinical staff serving at various institutions. Frontline staff will be
identified as employees who work a minimum of 40 hours per week and have direct
contact with clients regularly, including being responsible for crisis intervention and
supervision.

Perception (Angell, 1906) refers to an immediate or intuitive recognition or
appreciation of moral, psychological, or aesthetic qualities.
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Public Stigma (Corrigan, Kuwabara, & O’Shaughnessy, 2009) refers to the
influence that people have when they acquiesce to negative stereotypes.

Attitude (Eagly & Chaiken, 1993) refers to a person’s judgment or appraisal of
another person or an object as favored or disfavored.

Prejudice (Crocker, Major, & Steele, 1996) means a cognitive and affective
response leading to discrimination.
Stigma (Goffman, 1963) is defined as an attribute that is deeply discrediting and
causes a stigmatized individual to be perceived as inferior. Stigma toward people who
have a mental illness is an attitude. Some of these beliefs are that people with mental
illness are violent and incapable of changing. Smith and Cashwell (2011) found that the
general population stigmatizes individuals who have been diagnosed with a mental
illness. Due to stigma, more than half of the people who might benefit from mental health
services opt not to pursue it (Corrigan, Watson, Byrne, & Davis, 2005).
Education Interventions (Robb & Stone, 2016) refers to teaching participants
about mental illness, whereas contact interventions involve direct or indirect interaction
with someone diagnosed with a mental illness.

Delimitations
The following delimitations are noted in the proposed study:
1. Data will be collected at five different residential treatment centers in a
Southeastern part of the United States.
2. Data will be collected from frontline staff that work directly with clients daily.
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3. Two separate questionnaires will be used to collect data.

Assumptions
The assumptions for the proposed study are as follows: It is assumed that all
participants will honestly answer the questionnaires used to collect data. It is also
assumed that each participant has direct daily interaction with clients and is considered
frontline staff. No harm is anticipated to participants in this study.

Chapter 2
Review of the Literature
Introduction
This chapter will present a review of literature that undergirds the proposed study.
This chapter will explore burnout, types of stress, early predictors of burnout, and
attitudes or perceptions of frontline mental health workers toward mental illness.
Burnout
Burnout includes regression, powerlessness, and feeling overwhelmed. Maslach
and Jackson (1981) were the first to develop and publish an inventory to determine the
existence of burnout. However, Freudenberger (1977) is a pioneer in defining burnout as
a concept. The MBI has been used all over the world and is highly regarded in the field.
Notably, burnout has received international attention. There has been an increase both
domestically and internationally of staff burnout and poor well-being among those who
work in human service fields (Johnson et al., 2018). However, the proposed study will
specifically look at any relationship between burnout and perceptions of mental illness.
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There are biological processes when exploring burnout, which include stress, depression,
and decision-making skills (Hammar & Ardal, 2009). James and Gilliland (2017) report
that stress is the body’s nonspecific response to any request. Three types of stress can
lead to burnout.
First type of stress: Zijlmans, Embregts, and Bosman (2013) propose that staff
exposure to negative emotions or challenging behaviors such as fear, anxiety, depression,
or anger among those with mental illness can lead to burnout. Staff exposure to these
factors lead to an idea that clients are unable to be cured or managed with these
presenting concerns. The greater the exposure, the greater the levels of stress.
Second type of stress: Emotional exhaustion derived from how a staff member
copes with the demands from clients that lead to burnout (Shead, Scott, & Rose, 2016).
Third type of stress: Exposure to client aggression or dangerousness (Shead,
Scott, & Rose, 2016).
According to Swider and Zimmerman (2010), early prediction of burnout might
allow organizations to screen out individuals who are predisposed to burnout and
implement preventative interventions more effectively to decrease employee turnover
behaviors and increase performance (Maslach, Schaufeli, & Leiter, 2001).
There is conflicting research regarding how burnout is viewed within mental
health organizations. Burnout has not been identified as a diagnosable DSM mental
illness but is considered a mental health issue (Morse, Salyers, Rollins, Monroe-DeVita,
& Pfahler, 2012). Mental health organizations seek to provide rehabilitation and a safe
environment to their clients. Moreover, mental health organizations fail to understand
that burnout is a natural, stress-related psychological condition related to the direct work
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frontline staff perform (Morse et al., 2012). Morse and colleagues (2012) report that
21%–67% of mental health workers are experiencing high levels of burnout, which, if left
unaddressed, can also result in emotional and physical health problems.
Variables such as role conflict, lack of autonomy, and low supervisory support are
organizational and not individual contributors (Cordes & Dougherty, 1993; Maslach,
Schaufeli, & Leiter, 2001). Role conflict involves diminished quality of interaction
between staff and supervisors, as well as work overload. Maslach and Leiter (2016)
report that when frontline staff enjoy their work, they are less likely to burn out than
those who view their jobs negatively. According to Leon, Visscher, Sugimura, and Lakin
(2008), burnout among frontline staff in residential treatment centers can also be
influenced by variables including age of staff, degree of extraversion, and job
satisfaction.
Burnout affects the longevity, effectiveness, and retention of staff working with
the mental health population. In general, job factors are more strongly related to burnout
than biographical or personal factors (Schaufeli & Maslach, 1993). Leon, Visscher,
Sugimura, and Lakin (2008) found that staff under age 40 at a residential treatment
facility in Chicago were six times more likely to quit their employment because of job
dissatisfaction compared with their co-workers over 40 years old with similar job
satisfaction scores.
Burnout prevention programs implemented by organizations in an attempt to
retain staff and sustain programs were often found to be short-lived and demonstrated
diminishing results within five years of implementation (Morse, Salyers, Rollins,
Monroe-DeVita, and Pfahler, 2012). Meaningful relationships between colleagues,

19

increased supervision, opportunities for staff advancement, and having an understanding
of employee emotional needs protected workers from burnout (Ray, Wong, White, &
Heaslip, 2013). Hassan (2011) suggests more supervision for frontline staff.
Shead, Scott, and Rose (2016) believe that educational interventions regarding
mental illness designed for staff can improve supervision, improve job satisfaction, and
reduce burnout and stress. Additional benefits of reducing burnout among frontline staff
include, but are not limited to positive work productivity, less turnover, positive working
relationships with clients, and consistency in workers, which lead to better outcomes to
the population they serve.
Crowe and Averett (2015) stress the importance of mental health professionals
looking inward to reflect on their own perceptions of mental illness. Crowe and Averett
(2015) also report that negative perceptions are damaging and have internal and external
consequences for clients who are exposed to them.
Morse, Salyers, Rollins, Monroe-DeVita, and Pfahler (2012) sought to reduce
staff burnout by reducing feelings of inadequacy in workers by improving the congruence
between workers' motives and needs on the one hand and organizational demands on the
other. Reducing frontline staff's feelings of inadequacy would take specific interventions
to have any outcome. Although Morse and colleagues (2012) report that burnout starts
with the environment and organization, there are interventions to reduce burnout for the
individual. Despite the prevalence of burnout and its association with several negative
outcomes, little attention has been directed toward reducing or preventing burnout among
mental health professionals.
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Cognitive behavioral interventions have been found to be effective when teaching
frontline staff to manage their emotions when working with their clients. Pooler,
Woolfer, and Freeman (2014) indicate that having the ability to practice self-care creates
a sustainable career.
The extant literature reflects conflicting viewpoints regarding the cause of the
problem and whether burnout is an organizational or an individual problem.
Organizational-environmental factors are antecedents to individual burnout and should,
therefore, be the appropriate targets for intervention rather than individuals (Cordes &
Dougherty, 1993; Maslach, Schaufeli, & Leiter, 2001; Morse, Salyers, Rollins, MonroeDeVita, & Pfahler, 2012). One of the major criticisms of burnout intervention is lack of
change in the total system; is the work environment supportive or stressful? Maslach and
colleagues (2001) reports that improved job design, flexible hours, intrinsic and extrinsic
reinforcement, and emotional support are critical to reducing and even preventing
burnout.

The Krasner program. According to Morse, Salyers, Rollins, Monroe-DeVita,
& Pfahler (2012), while improving coping skills for stress is an important element for
reducing burnout, very few studies attempt to prevent burnout by increasing other
positive human qualities and abilities, such as a sense of meaning and purpose. For
example, the Krasner program, which is a behavioral program to reduce burnout, consists
of critical elements designed to help frontline staff find purpose and meaning in their
work (Morse et al, 2012). The Krasner program seeks to determine whether an
educational program in mindfulness, communication, and self-awareness is associated
with improvement in primary care physicians’ well-being, psychological distress,
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burnout, and capacity for relating to patients. This program seeks to enhance well-being,
build resilience, and address burnout with a mindfulness-based approach that includes
meditation, narrative medicine, and appreciative inquiry. The goal of the Krasner
program is for health-care workers or frontline staff to develop awareness around
cognitive, emotional, and somatic aspects of experience, weaving them into selfreflection. This program includes both didactic and discussion elements and is built on a
base of published, empirical evidence that has demonstrated improvements in burnout
levels, physical and mental well-being, and relationships relating to patient care.

In addition to the Krasner program, the Exchange Club-Carl Perkins Center for
Child Abuse has been a model program implementing evidence-based strategies for
reducing burnout in their employees. Frontline staff at the Carl Perkins Center for Child
Abuse do not work more than 40 hours per week and receive ongoing supervision. The
center also encourages faith-based and spiritual growth among their staff, expedites
logistical problems with aesthetically pleasing decorations in the workplace, and limits
the power differential between staff and administration. The center promotes family as a
priority over work, and safety is constantly at the forefront for staff and clients. The
center further maintains a realistic workload for staff, and staff receive intrinsic and
extrinsic reinforcement.

Perceptions of Mental Illness. Addison and Thorpe (2004) explain that, although
there are prejudices toward people with mental illness, the "why" behind those prejudices
has yet to be well defined. Link, Phelan, Bresnahan, Stueve, and Pescosolido (1999)
report that cultural beliefs shape how people view mental illness. Adults and children
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both play a role in how those with mental illness are treated. Although research has
different interpretations of how prejudice is derived, those prejudices have consequences
such as isolation and preferring limited contact with those with mental illness. Magliano
and colleagues (2016) found that labeling disorders increases social distance between
people with no mental disorder and those with mental illness because the media
misinterprets the behavior associated with the disorder. Most studies concerning
prejudice toward mental illness are done from the perspective of an adult (Corrigan &
Watson, 2002; Hromco, Lyons, & Nikkel, 1995; Minkoff, 1987).
The following are factors believed to shape prejudice or negative perceptions of
mental illness:
Age is a common denominator when discussing burnout and perceptions toward
mental illness. Like burnout, being younger results in having less education about mental
illness. One could assume that, due to age, a person has less formal education and life
experience than or exposure to those with mental illness (Cordes & Dougherty, 1993;
Garland et al., 2005; Maslach, Schaufeli, & Leiter, 2001).
Additional beliefs are that younger staff view jobs as a way to gain a better job in
the future, or they begin the profession with expectations that are incongruent with what
becomes their reality (Calitz, Roux, & Strydom, 2014). Negative perceptions of people
with mental illness have also been found among people who have lower life satisfaction
(Levine & Choi, 2004). The Substance Abuse and Mental Health Administration (2005)
highlighted the need for people to seek help across ages. The Mental Health
Administration believed this is a way to improve the acceptance and social inclusion of
those with mental illness. Negative perceptions manifest from limited education, age,
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public opinion, and limited experience with those with mental illness. More positive
perceptions have manifested from recognizing the benefit from treatment, age, income,
and personal experience.
The World Health Organization reports that the most influential factor regarding
negative public perception is stigma and associated discrimination of people with mental
illness (Corrigan, 2004). Stigma includes a collection of negative attitudes and beliefs
that encourage others to dread, reject, and alienate those with mental illness (Corrigan &
Penn, 1999).
The literature on perceptions of mental illness varies with studies such as Smith
and Cashwell (2011). Smith and Cashwell (2011) identify licensed therapists,
psychologists, and social workers as having fewer stigmas toward those with a mental
health illness than people without social services or mental health background. The
World Health Organization also views perception from the lens of groups of people
versus personal perspective. Negative perceptions of those with mental illness include
judging others as responsible for their condition and regarding them as dangerous, or
incompetent (Corrigan & Watson, 2002).
Corrigan and Penn (1999) report that the likelihood of people having stigma
increases when mental disorders are perceived as severe. Using the word "dangerous" is
usually associated with harmful or unsafe behavior. For example, delinquents,
psychopaths, sexual predators, criminals, and insanity defenses are all associated with
how people view what is dangerous. Additionally, when behaviors are separate from
what people deem normal (e.g., unwarranted, off-topic comments, erratic behavior),
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labels are acquired. For example, murder and violence are associated with criminal
conduct but are not crimes consistently committed by those with mental illness.
Magliano and colleagues (2016), report that the majority of people with mental
illness do not act aggressively but are still perceived as dangerous or unpredictable, and
that their illness is not curable. People that possess the capacity to be dangerous,
unpredictable, and uncurable are behaviors that are associated with being negative.
However, if people were described as being friendly, kind, helpful, or positive, they
would be associated with stability (Kalra Bhugra, & Shah, 2012).
A comparison of behaviors associated with being dangerous or safe indicates that
the common denominator is how a behavior is perceived. Behavioral characteristics are
simply reflections of personality. The access to social, economic, and political power
gives some members of society justification to label, isolate, and treat differently those
with mental illness (Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1999). Link and
colleagues' study indicated that one must be aware of both the person with stigma as well
as people being affected. These researchers explain further that public perception of
stress, how a person was raised, and bad character all contribute to mental illness.
Personal perceptions are associated with beliefs that someone possesses a
socially undesirable characteristic such as dangerousness. However, it is important to
note that frontline staff enter these work environments with a unrealistic expectations that
are redirected by client behavior and staff interaction (Johnson et al., 2018). Corrigan and
Watson (2002) found that people who hold those with mental illness accountable for their
own disorder, respond aggressively to them. Behaviors exhibited by persons within this
study include withholding help and socially isolating those with mental illness.
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Corrigan and Penn (1999) report that the severity of dangerousness changes
depends on the type of mental health disorder, including depression, ADHD, and drug
dependence. Those with drug dependence were found to be considered the most
dangerous to themselves and others (Corrigan, Kuwabara, & O'Shaughnessy, 2009).
While those with substance use issues were considered more dangerous, depression was
considered less dangerous than schizophrenia. Corrigan and Penn, (1999) and Link et al.,
(1999) also indicate that relationships between parents and children are considered a
contributing factor to mental illness as well as the severity and dangerousness of mental
disorders (Corrigan & Penn, 1999; Link, Phelan, Bresnahan, Stueve, & Pescosolido,
1999).
Along with the perception of dangerousness, studies have found that men,
women, and children associate blame and shame with mental illness (Parcesepe &
Cabassa, 2013). They indicate that children believed mental illness was more shameful
than having asthma and that ADHD is more acceptable than depression. Children were
also found to believe that parents were to be held accountable for having offspring with
mental health issues than adults. Similar to the differences between children and adults,
different races perceived mental illness differently. African American adults were found
to offer less guilt to those who suffer from mental illness and who have committed
violent crimes (Parcesepe & Cabassa, 2013).
Negative beliefs about the dangerousness of those with mental illness
subsequently impacts social and interpersonal interactions. More specifically a snapshot
of perceptions of mental illness and gender reveal that men express more negative
perceptions of mental illness than women (Fischer & Farina, 1995). Moreover, men were
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found to have negative attitudes toward counseling and sought services less frequently
than women (Fischer & Farina, 1995). Isolation and avoidance of people with mental
illness is the result of these negative perceptions and fear. Link, Phelan, Bresnahan,
Stueve, and Pescosolido (1999) report that the adults generally have a disproportionate
fear with the reality of what mental illness is.
A study found that people who have experienced prejudice (i.e., African
Americans) should be less negative toward other marginalized groups of people such as
people with mental illness (Matthews, Corrigan, Smith, and Aranda, 2006). However, the
literature has been inconsistent. Crocetti, Spiro, Lemkau, and Siassi (1972) reported that
individuals considered lower status at the time such as African Americans were less
tolerant of those with mental illness. The results of prior research are inconsistent
regarding beliefs of African Americans, but considering the race of the person diagnosed
or labeled with a mental illness appears important (Link, Phelan, Bresnahan, Stueve, &
Pescosolido, 1999). However, race, gender, and age are not the only aspects to consider
here; quality of care is also important.
Frontline staff have been increasingly recognized for their role in the quality of
care people receive. Staff believe that client behavior, stress levels, and their perception
towards mental illness all have a direct effect on outcomes for the clients they serve
(Bailey, Hare, Hatton, and Limb, 2006). Shead, Scott, and Rose (2016) reported that as
staff stress increases, they have fewer positive interactions with clients. Shead and
colleagues (2016) also found that increased support, assistance, and positive interactions
took place when staff reported decreased stress levels. Moreover, the stress of staff
influences the quality of care and staff well-being.
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Parcesepe and Cabassa (2013) report that negative perceptions of mental illness
can be mitigated by ending the media’s portrayal all of people with mental illness as
violent. The authors' study sought to include the media in changing the narrative for those
with mental illness as having increased balance including appropriate treatment.
However, a study done by the National Institute of Health (2011) indicated that
identifying groups of people with negative perceptions of those with mental illness would
aid in identifying appropriate interventions to improve those perceptions. The National
Alliance for the Mentally Ill (NAMI) is one organization that advocates for the
reconstruction of public opinion about mental illness from a moral to a disease model
(Abderholden, 2019).
Gaps in Research
Green, Albanese, Shapiro, and Aarons (2014) report that there is a lack of
research comparing burnout levels across disciplines such as psychology, social work,
and marriage and family therapy as well as types of treatment programs. Each of these
professions is considered to be “people work” in that they involve professionals working
directly with clients or patients in need of services. These authors also report that
personality variables are not included in evaluating burnout, which implies that a
personality assessment may be useful when completing self-report questionnaires.

Chapter 3
Methods
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Introduction
Following the review of literature is the methodology exploring participants,
research design, and procedures for this study. This chapter will review the general and
specific research questions. This chapter will also offer a review of the participants, the
data collection, procedure, data analysis, and instrumentation.
The purpose of this study was to examine whether perceptions of mental illness
relate to burnout among frontline staff in adolescent treatment facilities. This was an
observational study with a cross-sectional design, with data collected at one point in time.
This was a descriptive study using convenience sampling to establish the relationship
between the predictor variable (perception toward mental illness) and the outcome
variable (burnout among frontline staff). These variables are interval and ratio.
Research Questions

The general research question examined in this study was: Is there a relationship
between frontline staff perceptions of mental illness and burnout in residential treatment
facilities?

From the general research question, the following two primary research questions
were generated:

1. Do frontline staff’s race, gender, and job longevity (years of experience in the
field) influence their perception that people with mental illness are dangerous and
incurable?
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2. What is the relationship between frontline staff’s beliefs about incurability and
dangerousness with their level of burnout? Specifically, the following relationships are of
interest:

2a. Is belief that patients are incurable as indicated on the Belief Toward Mental
Illness scale a predictor of staff personal achievement on the Maslach Burnout Inventory?

2b. Is there a relationship between frontline staff who perceive people with mental
illness as Dangerous on the BTMI and Depersonalization on the MBI?

2c. Does Dangerousness and Incurability on the BTMI and predict emotional
exhaustion on the Maslach Burnout Inventory?

Participants

The sites that were chosen for this study include four residential treatment
facilities all located within the same company and in a Southeastern part of the United
States. These sites were chosen because they each utilize integrated, evidenced-based
therapy to treat serious emotional problems as well as co-occurring disorders. The length
of stay for treatment in these facilities ranges from six months to one year or longer until
step-down or discharge. The facilities' clients range from ages eight through19 years old.
All facilities address multiple issues including but not limited to: juvenile sex offender
behavior, developmental impairments, and psychiatric diagnoses.

Frontline staff (Maslach & Leiter, 2016) are individuals with a minimum of a
bachelor’s degree who serve as direct care staff to adolescents including medical, milieu,
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and clinical staff serving at various institutions. Participants in this study consisted of
frontline residential staff including behavioral youth counselors, educational staff,
supervisors, managers, clinical liaisons, and nurses. Frontline staff included adults staffed
at the residential treatment facilities that had contact with the youth daily working a
minimum of 40 hours per week and were also responsible for crisis intervention and
supervision. The estimated participation time to complete the questionnaires was
approximately 20 minutes.

Participant Demographics
A total of 234 responses to the surveys were received between June and July
2019. Of those 234 participants, 35 respondents were eliminated from the data set due to
incomplete or missing responses; those who did not meet the criteria as frontline staff
were also eliminated. Once all necessary respondents were eliminated, 199 total
respondents remained for analysis.
Of the 199 respondents selected for the study, the sample was predominantly
frontline staff who identified as female (n = 156, 78.4%) and (n = 43, 21.6%) identified
as males accounting for the remainder of the participants. Respondents identified as
primarily Black/African American (n = 158, 79.4%) followed by White (n = 33, 16.6%),
Asian (n = 3, 1.5%), Other (n = 3, 1.5%), and Hispanic (n = 2, 1%). The age range of the
sample was from 21 to 52. The majority of respondents were between the ages of 26 and
40 (n = 104, 52.3%), followed by 18–25 (n = 86, 43.2%), and (n = 9, 4.5% of participants
identified as being over the age of 40.
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The majority of participants for this study identified as having a bachelor’s degree
(n = 149, 74.9%) with those remaining (n = 50, 25.1%) identifying as having master’s
degrees.

Of the 199 participants, the majority (n = 148, 74.4%) identified as milieu staff,
followed by clinical staff (n = 49, 24.6%), and lastly medical staff (n = 2, 1%). The range
for job longevity (time on job) was from 0–5 years (n = 191, 96%) to over 5 years (n = 8,
4%). The last variable collected for demographics was total length of experience as a
residential provider. The range for total length of experience as a residential provider was
from 0–5 years (n = 183, 92%) to over 5 years (n = 16, 8%).
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Table 1
Participant Demographic Information
Category

Frequency

Percent

156
43

78.4
21.6

86
104
9

43.2
52.3
4.5

3
158
2
33
3

1.5
79.4
1.0
16.6
1.5

149
50

74.9
25.1

49
148
2

24.6
74.4
1.0

191
8

96
4

183

92

Gender
Female
Male
Age
18-25
26-40
Over 40
Ethnicity
Asian
Black
Hispanic
White
Other
Education
Bachelor's
Master's
Position
Clinical
Milieu
Medical
Time on Job
0-5 years
Over 5 years
Experience
0-5 years

Procedure
Approval from the Institutional Review Board was granted, and a memorandum
of agreement was submitted to each site asking for their permission to conduct research
with their staff. Staff were accessed through all staff meetings at each of the selected
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locations whose population are adolescents. Participants were asked to complete an
informed consent form, followed by two questionnaires and a demographic sheet. Data
were collected anonymously. Participation was completely voluntary and confidential.

Instrumentation

Demographics. The demographic sheet includes the following covariates: race,
gender, job description, years of experience, job longevity, education, and age.

Burnout. Maslach and Jackson (1981) were the first to develop an inventory to
measure burnout among working professionals, and later coined the term Maslach
Burnout Inventory (MBI) in 1986. This 22-item assessment will be used to address staff
feelings which contribute to the three subscales within the assessment. The MBI is a selfreport measure on a six-point Likert scale indicating frequency (0 = never, 1 = a few
times a year, 2 = once a month, 3 = a few times a month, 4 = once a week, 5 = a few
times per week, 6 = everyday).
The Maslach Burnout Inventory (MBI) is divided into three subscales: emotional
exhaustion (7 items), depersonalization (7 items), and personal achievement (8 items).
Hastings, Horne, and Mitchell (2004) performed a study to consider the applicability of
the subscales of the MBI using 184 direct care staff in intellectual disability services as
participants and found a fair-to-good level of reliability: Emotional exhaustion or burnout
= 0.87; depersonalization = 0.68; and personal accomplishment = 0.76, which are all
similar estimates to those of other analyses (Maslach, Jackson, & Leiter, 1997).
Sample items are below in Table 2.
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Table 2
MBI Subscales

Scoring
Scale

Number

Alpha

of Items
Emotional

Example

Low

Moderate

High

0-17

18-29

3042

6-11

1242

34-39

40-48

Items

7

.87

I feel
emotionally
drained by my
work

Depersonalization 7

.68

Personal

.76

I really don’t
0-5
care about
what happens
to some of my
patients/clients
I feel
0-33
refreshed
when I have
been close to
my
patients/clients
at work

Exhaustion

Achievement

8

Perceptions of mental illness. The Belief Toward Mental Illness Scale
(BTMI)(Hirai & Clum, 2000) was designed to assess negative perceptions of mental
illness including the following beliefs: mental illness is incurable; suffering from mental
illness is shameful; and those with mental illness are dangerous and socially
untrustworthy. The BTMI has three subscales: dangerousness/harm (4 items), poor social
and interpersonal skills (7 items), and incurability (6 items). The BTMI is on a six-point
Likert scale in which 0 = completely disagree, 1 = mostly disagree, 2 = slightly disagree,
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3 = slightly agree, 4 = mostly agree, 5 = completely agree. Higher scores reflect more
negative perceptions about mental illness. The BTMI was evaluated using 216 college
students from a large university setting (Maslach & Leiter, 2016) and each of the three
subscale scores reveals moderate to high internal consistency (see Table 3). Sample items
are below in Table 3.
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Table 3
BTMI Subscales

Scoring
Scale

Number

Alpha

Example Items

Low Moderate

High

Dangerousness/Harm 4

.75

0-9

10-15

16-20

Interpersonal/Social

7

.84

1-15 16-22

23-35

6

.82

A mentally ill
person is more
likely to harm
others than a
normal person
A person with a
psychological
disorder should
have a job with
minor
responsibilities
Mental
disorders would
require a much
longer period of
time to be cured
than would
other general
diseases

0-12 13-21

22-30

of Items

Skills

Incurability

Analysis
ANOVA (Analysis of Variance) has been used to analyze the data. Specifically,
two separate ANOVAs were used, one for each subscale on the BTMI scale
(dangerousness and incurability). These ANOVAs were used to compare the mean scores
to assess differences by demographics. Eta squared was used as an effect measure to
indicate practical significance (i.e., how much variability in BTMI scores is explained by
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a particular demographic variable). The normality assumptions for ANOVA were tested
using histograms, homogeneity (equality of the variances across demographic groups,
and the Levene’s test.
Multiple Regression was used to assess the relationship between specific
predictors (perceptions toward mental illness) and outcomes (burnout among frontline
staff). More specifically, separate regression models were used to assess the level of
influence the predictor variable (incurability and dangerousness) has on the dependent
variable (personal achievement, depersonalization, and emotional exhaustion). R-squared
was used to determine the goodness of fit or the percentage of variance there is in the
dependent variable burnout. R-squared indicates the percent of variation in the burnout
subscale scores explained by the model. Standardized regression estimates were used to
indicate which predictors (BTMI or demographics) influence the burnout scores the most.
Standardized regression coefficients explain the following: if the overall model is
significant; how well this study predicted what it says it was measuring; which predictor
variables are significant; and how strong each predictor is. See Table 4 below.
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Table 4
Regression Model Specifications

Regression
Models

Research Questions

Outcome

Predictor

Model 1

Research Question
2a
Research Question
2b
Research Question
2c

Personal
Achievement
Depersonalization

Incurability,
Demographics
Dangerousness,
Demographics
Dangerousness &
Incurability,
Demographics

Model 2
Model 3

Emotional
Exhaustion

Regression Assumptions

The statistical method used for this study is multiple regression. Multiple
regression assumes that the residuals are normally distributed. The normality assumption
was checked by examining the residuals for normal distribution using a goodness of fit
test. Multicollinearity occurs when the independent variables are correlated in regression.
Multiple regression assumes that the independent variables are not highly correlated with
each other. Examining the data to determine if the variance inflation factor (VIF) values
are higher than 10 will indicate whether there is a problem with multicollinearity. The
assumption of homoscedasticity has been checked by evaluating whether the values on a
scatterplot of the residuals and predicted values were being equally distributed.

39

Chapter 4
Results
Descriptive Statistics
191 frontline residential treatment staff (FLRS) were surveyed about their level of
burnout and perception/attitude toward mental illness. The descriptive statistics for the
Maslach Burnout Inventory and the Belief Toward Mental Illness scale for the
participants, including means, percentage, standard deviation, minimum and maximum
scores, and the internal consistency estimates, are examined and presented in Table 5.
The analysis indicated that most FLRS scored low (44.2%) in emotional exhaustion as
measured on the Maslach Burnout Inventory, followed by staff who scored in the
moderate category for emotional exhaustion (37.7%), and 18.1% scored high. Most
respondents scored high (45.2%) in depersonalization as measured by the MBI, followed
by 28.1% of respondents who indicated a moderate level. Most respondents scored low
(69.3%) for poor interpersonal/social skills, low in incurability (46.7%), and low in
dangerousness/harm (92%). Based on the descriptive statistics, most respondents scored
low on each subscale with the exception of depersonalization. An equal number of
respondents scored both low and high in personal achievement (34.7%).
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Table 5
Descriptive Statistics for Scale Scores
Measure

Scale

M

SD

Obs.
Min

Obs.
Max

Alpha

Percent within
Classifications

MBI

Emotional
19.39 9.904
0
42
.87
Exhaustion
EE_low (0-17)
EE_mod (18-29)
EE_high (30-42)
MBI
Depersonalization
12.23 8.999
0
42
.68
D_low (0-5)
D_mod (6-11)
D_high (12-42)
Personal
35.34 8.134
1
48
MBI
Accomplishment
.76
PA_low (0-33)
PA_mod (34-39)
PA_high (40-48)
0
20
.75
BTMI
Dangerousness/Harm 4.73 3.654
DH_low (0-9)
DH_mod (10-15)
DH_high (16-20)
Poor
11.33 6.624
0
30
.84
BTMI
Interpersonal/Social
Skills
ISS_low (0-15)
ISS_mod (16-22)
ISS_high (23-35)
BTMI
Incurability
13.16 5.635
0
30
.82
I_low (0-12)
I_mod (13-21)
I_high (22-30)
Note: BMI: Maslach Burnout Inventory. BTMI: Belief Toward Mental Illness Scale
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44.2
37.7
18.1
26.6
28.1
45.2

34.7
30.7
34.7
92
6.5
1

69.3
25.1
5
46.7
45.7
7

Correlations of BTMI and MBI Subscales
Pearson correlation coefficients were estimated to examine the relationships
between burnout and attitudes/perceptions toward mental illness among frontline staff in
residential treatment facilities (see Table 6). Research question 2a explored whether there
was a belief that patients are incurable as indicated on the Belief Toward Mental Illness
scale is a predictor of staff personal achievement on the Maslach Burnout Inventory. The
analysis for research question 2a indicated no significant relationship between
incurability and personal achievement, r(191) = .077, p = .281 (see Table 6).
Research question 2b explored whether there was a relationship between frontline
staff who perceive people with mental illness as dangerous on the BTMI and
depersonalization on the MBI. Results show for research question 2b that there was a
significant relationship between dangerousness/harm and depersonalization, r(191) =
.215, p < .01 (see Table 6). Research question 2c explored whether dangerousness and
incurability on the BTMI predicted emotional exhaustion on the MBI. In reference to
research question 2c, there was a significant correlation between dangerousness/harm and
emotional exhaustion, r(191) = .154, p < .05 (see Table 6). The analysis for research
question 2c also indicated a relationship between frontline staff perceiving people with
mental illness as incurable also experience emotional exhaustion, r(191) = .137, p > .01
(see Table 6).
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Table 6
Correlations Between Subscales
EE

DP
PA
DH
ISS
I
EE
1
.657**
-.171*
.154*
.195**
.137
DP
.657**
1
-.420**
.215**
.272**
.192**
PA
-.171*
-.420**
1
-.065
-.078
.077
DH
.154*
.215**
-.065
1
.531**
.424**
ISS
.195**
.272**
-.078
.531**
1
.517**
I
.137
.192**
.077
.424**
.517**
1
Note. ** Correlation is statistically significant at the .01 level (2-tailed).*Correlation is
significant at the 0.05 level (2-tailed). EE= Emotional Exhaustion. DP=
Depersonalization. PA= Personal Achievement DH=Dangerousness/Harm. ISS= Poor
Interpersonal/Social Skills. I= Incurability.

Research Question 1

Research question 1 explored if frontline staff’s race, gender, and job longevity
(years of experience in the field) influenced their perception that people with mental
illness were dangerous and incurable. Two separate, three-way ANOVAs were used, one
for each subscale on the BTMI scale (dangerousness and incurability) as the outcome
variable. These ANOVAs were used to compare the mean scores to assess differences by
race, gender, and years of experience in the field asmental health services providers.

For the analysis focusing on dangerousness as the outcome, Levene’s test
indicated that the assumption of homogeneity was met, F(5,183) = 1.615, p = .158. Only
the two-way interaction effect between gender and job experience was significant,
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F(1,183) = 4.216, p < .05 (see Table 7). For participants with experience under five years,
female staff rated those with mental illness as more dangerous/harmful than male staff.
FLRS with over five years of experience rated male staff members higher for
dangerousness/harmful (see Figure 1). Approximately 2.3% of the variation in
dangerousness/harm scores were explained by the interaction with length of experience
and gender (see last column of Table 7).

Figure 1. Interaction Plot for Gender and Experience with Dangerousness/Harm
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Table 7
ANOVA Results for Dangerousness/Harm
Source
Ethnicity
Experience
Gender
Ethnicity x Experience
Ethnicity x Gender
Experience x Gender
Ethnicity x Experience x
Gender

F

Df1

Df2

Sig

.242
2.007
1.568
2.539
.378
4.216
4.90

1
1
1
1
1
1
1

183
183
183
183
183
183
183

.624
.158
.212
.113
.539
.041
.485

Partial Eta
Sq.
.001
.011
.008
.014
.002
.023
.003

For the analysis focused on incurability as the outcome, Levene’s test indicated
that the assumption of homogeneity was met, F(1,183) = .640, p = .425. There was no
significance in any of the main effects or interactions related to incurability scores race,
gender, or years of experience (see Table 8).
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Table 8
ANOVA Results for Incurability
Source
Ethnicity
Experience
Gender
Ethnicity x Experience
Ethnicity x Gender
Experience x Gender
Ethnicity x Experience x
Gender

F

Df1

Df2

Sig

.315
.044
.004
.478
.398
.347
.640

1
1
1
1
1
1
1

183
183
183
183
183
183
183

.576
.834
.951
.490
.529
.557
.425

Partial Eta
Sq.
.002
.001
.001
.003
.002
.002
.003

Research Question 2

Research question 2 explored if there was a relationship between front line staff’s
beliefs about incurability and dangerousness with their level of burnout. Three separate
regression models were used to assess the relationship between specific predictors
(perceptions toward mental illness) and outcomes (burnout among frontline staff) (see
Table 4 in Chapter 3). For each regression model, residual plots were examined for
outliers (see Figures 2 to 7). As three participants had standardized residuals greater than
or near 3 for the personal achievement and depersonalization models, they were removed
from the regression analyses.
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Figure 2. Histogram for Depersonalization Residuals

Simple linear regression was used to assess the relationship between frontline
staff’s beliefs about incurability and staff’s feelings of personal achievement (research
question 2b). The assumptions of normality were not met (see Figure 3).
Heteroskedasticity was observed in the regression model due to the unequal scatter of
scores (see Figure 4). There was no relationship between the belief that those with mental
illness are incurable as a predictor of staff’s sense of personal achievement,
β = .091, t(188) = .866, p = .388.
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Figure 3. Histogram of Personal Achievement Residuals

Figure 4. Predicted Residual Plot for Personal Achievement
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Simple linear regression was used to assess the relationship between frontline
staff’s beliefs about dangerousness and staff’s levels of depersonalization (research
question 2b). The assumptions of normality were met (see Figure 2 and 5). The
assumptions of homogeneity were not met. Staff’s belief that those with mental illness
accounted for approximately 3.6% of the variance in depersonalization scores, R2 = .036,
F (1, 191) = .008, p < .05.

Figure 5. Predicted Residual Plot for Depersonalization

Multiple regression analysis was used to test staff’s perception of those with
mental illness as dangerous and incurable significantly predicted their overall emotional
exhaustion (research question 2c). The assumptions of normality and heteroskedasticity
were met (see Figure 6 and 7). The results of the regression indicated that the two
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predictors dangerousness and incurability did not explain the variance in scores of
emotional exhaustion (see Table 9).

Table 9
Regression Results for Dangerousness/Harm and Incurability
Model
Dangerousness/Harm
Incurability

B
.253
.144

Std Error
.219
.137

t
1.157
1.049

Figure 6. Predicted by Residuals Plot for Emotional Exhaustion
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Sig
.249
.295

Figure 7. Histogram of Emotional Exhaustion Residuals

Chapter 5
Discussion
Introduction
Residential treatment centers in the United States are among the most frequently
used options to treat adolescents with mental illness and behavioral concerns. According
to the American Academy of Child and Adolescent Psychiatry, there are over fifteen
hundred residential treatment facilities within the United States serving over 50,000
children (Merikangas et al., 2010). Existing research has mostly focused on burnout
regarding work environment, personal symptomology from work overload and a variety
of causative variables. There has been a lack of research exploring perception of people
with mental illness as being dangerous, having poor social skills and being incurable.
This study addressed this lack by examining the relationship between belief toward
mental illness and burnout as measured by the Belief Toward Mental Illness Scale and
the Maslach Burnout Inventory.
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Mental health organizations seek to provide rehabilitation and a safe environment
to their clients. Unfortunately, mental health organizations fail to understand that burnout
is a natural stress-related psychological condition related to the direct work frontline staff
perform (Morse, Salyers, Rollins, Monroe-DeVita, & Pfahler, 2012). Morse and
colleagues (2012) report that 21-67% of mental health workers are experiencing high
levels of burnout, which, if left unaddressed, can also result in emotional and physical
health problems. The combination of the increasing use of residential treatment facilities
for adolescents, and the simultaneous shortage of behavioral health professionals,
suggests a need to retain current frontline mental health workers. However, retaining
frontline staff due to workers' experiencing burnout is an ongoing problem. The
implications of this study revealed potential new opportunities for companies and
institutions to consider when to explore how to help frontline staff.
FLRS demographic variables explored within the current study included age,
gender, race, length of experience, and educational attainment. These additional variables
contribute to the gaps in the existing literature as they have not been explored when
examining the intersection of burnout and belief toward mental illness.
Research Questions
Research question 1. Research question one examined if the race, gender, and
years of experience in the field of frontline staff influenced their perception that people
with mental illness are dangerous and incurable. Of the three demographic variables
examined, there was one significant interaction effect found related to gender. Female
frontline residential treatment workers (FLRS) with less than five years of experience
rated those with mental illness as more dangerous/harmful than males who also had less
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than five years of experience. The second finding indicated that male FLRS with over
five years of experience, rated those with mental illness as dangerous/harmful than
female staff who have the same length of experience.
The finding in research question one could be explained by the level of exposure
to aggressive clients, level of treatment facility, FLRS gender experience, or gender bias.
According to Purvanova and Muros (2010), women are assumed to be increasingly more
vulnerable to stress than men are because they learn to express feelings. Purvanova and
Muros (2010) connected differences between male and female experiences to gender role
theory. Gender role theory that women are expected to verbalize thoughts of distress and
emotions similar to experiencing emotional exhaustion; men are generally expected to
minimize feelings and become emotionally detached similar to depersonalization (Eagly
& Wood, 1991).
FLRS receive a baseline training at orientation from the facilities where sampling
was conducted. Staff continue to receive refreshers periodically throughout their tenure
including CPR, verbal de-escalation, nonviolent crisis prevention training, and other
safety measures. Training for FLRS teaches problem-solving and appropriate
responsiveness to events within residential treatment centers caused by conflict, adverse
experiences, and acting-out behaviors (Pazaratz, 2000). Smith and Cashwell (2011)
report that professional orientation was not found to impact staff's having more positive
attitudes toward those with mental illness. This staff training format is the same
irrespective of length of experience or gender. Staff receiving training for nonviolent
physical techniques implicitly communicate that the environment they are entering can be
dangerous. Pazaratz (2000) also maintains that an adolescent’s expected reaction to
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counseling and examining their own behavior can be aggressive conduct, in response to
which staff are expected to intervene.
These responses on the part of adolescents might include receiving such training
can cause conflict between staff's having empathy for clients while also being cautious of
safety. Communicating both perspectives, empathy and safety, can create prejudice at the
onset of working with those with mental illness. Staff are educated to approach
adolescents with a trauma-informed lens (empathy), while learning to protect themselves
(safety). Having a trauma-informed lens challenges staff to understand client behavior.
This approach is usually consistent with survival skills they have developed as a result of
adverse events.
Smith and Cashwell (2011) reported that FLRS education and experience led to
having a more positive perspective of those with mental illness. The findings for this
study indicate that gender and years of experience are contributing factors and may
influence how FLRS view clients irrespective of training. It is possible that having less
than five years of experience can create a different perspective of clients served than
having over five years’ experience. Yet, within the same Smith and Cashwell (2011)
study, an implication was that experience may not impact perception as much as
education and training. This finding is incongruent with the findings of the current study,
which found a main effect between gender and length of experience.
Race, gender, and education. The majority of participants in this study were
black females (78.4%) and black males (21.6%), all of whom have obtained a bachelor’s
degree, which is the minimum education required for a FLRS. Although FLRS play a
vital role in adolescent development once in treatment, oftentimes their backgrounds have
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not been focused on working with this particular population. It is possible that
participants' life involvements along with years of experience have contributed to how
they view those with mental illness. A study found that people who have experienced
prejudice (e.g., African Americans) should be less negative toward other marginalized
groups of individuals such as people with mental illness (Matthews, Corrigan, Smith, &
Aranda, 2006).
However, an earlier study conducted by Crocetti, Spiro, Lemkau, and Siassi
(1972) reported that individuals who were African American and identified as lower
socioeconomic status were less tolerant of those with mental illness. At the time of this
study, African Americans would have been expected to score high on the BTMI.
However, the current study indicates that race has no effect on the BTMI. The current
study found that among the variables examined, years of experience and gender had more
of an effect on burnout and belief toward mental illness than race.
Research question 2. The second research question sought to explore the
relationships between frontline staff’s beliefs about incurability and dangerousness/harm
with their level of burnout scales. Research question 2a looked at the relationship
between incurability and personal achievement. Secondly, research question 2b examined
the relationship between dangerousness/harm and depersonalization. Finally, question 2c
examined a relationship between dangerousness/harm and incurability and emotional
exhaustion.
Incurability and personal accomplishment. The analysis for research question
2a indicated no significant relationship between incurability and personal
accomplishment. There was no relationship between the belief that those with mental
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illness are incurable as a predictor of staff members' sense of personal accomplishment.
The finding from this study contradicts what other literature implies about the main effect
between incurability and personal accomplishment. Respondent scores for personal
accomplishment were nearly evenly distributed between low (30.7%), moderate (34.7%),
and high (30.7%). According to Maslach, Schaufeli, and Leiter (2001), lack of personal
accomplishment for staff involves feeling ineffective and incompetent to address the
needs of those with mental illness. Although staff seek to evoke positive change in
clients, Maslach and colleagues (2001) maintains that, when staff fail to see a positive
change in client behavior or the client appears incurable, a lack of personal
accomplishment for staff exists.
Dangerousness/harm and depersonalization. The current study found that there
was a significant relationship between FLRS who indicated those with mental illness had
the potential to be dangerous or cause harm and also reported experiencing
depersonalization. The finding in this study directly correlates with the literature
examining these two concepts, dangerousness and depersonalization. Historically, human
service systems struggle with violence against health-care workers (Singh et al., 2014).
People with the potential to be dangerous, unpredictable, and incurable exhibit behaviors
that are associated with being negative. Depersonalization occurs when staff experience a
loss of empathy, which results in staff having a negative perception of clients and their
work. Exposure to client aggression or dangerousness is a contributing factor to overall
burnout and negative perceptions toward those who exhibit such behavior (Shead, Scott,
& Rose, 2016).
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Dangerousness/harm, incurability and emotional exhaustion. Halbesleben and
Wheeler (2008) report that staff have an increased chance of detaching from and
developing negative attitudes toward clients (depersonalization) when there is a belief
that clients are incurable. A high score in depersonalization specifies that FLRS have less
empathy and more negative feelings toward clients. Based on the current study, MBI
results for respondents scored high (45.2%) in depersonalization as measured by the MBI
followed by 28.1% of respondents indicating a moderate level and 26.6% scoring low in
depersonalization. Based on the findings of the current study, the results appear to
contradict Halbesleben and Wheeler (2008). Frontline staff who reported that they
believed that people with mental illness are incurable rated mostly within the low
category of incurability (46.7%). Frontline staff do identify as being detached from
clients, but perhaps not solely due to seeing clients as incurable. The current study also
showed that there was not a significant correlation between dangerousness/harm and
emotional exhaustion.
Implications and Limitations
Burnout prevention programs implemented by organizations to retain staff and
sustain programs were often found to be short-lived and demonstrated diminishing results
within five years of implementation (Morse, Salyers, Rollins, Monroe-DeVita, & Pfahler,
2012). However, James and Gilliland (2017) maintain that facilities that seek to support
frontline staff are anti-burnout and have better treatment outcomes for their clients.
It is suggested for the organization studied to focus on decreasing
depersonalization, which can decrease perception of dangerousness/harm. Residential
treatment centers can change their focus to providing education and training to increase a
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sense of purpose within staff to remain engaged throughout their tenure. Cognitive
behavioral approaches (Pooler, Wolfer, & Freeman, 2014) and mindfulness-based
theories (Morse, Salyers, Rollins, Monroe-DeVita, & Pfahler, 2012) have been found to
be effective when working with FLRS to increase a sense of purpose in the workplace.
It is also important to note in creating future research models to understand how
different workplace cultures interplay with the outcome variables of personal
accomplishment, depersonalization, and emotional exhaustion. While this study solely
focused on one residential treatment agency in a Southeastern part of the United States,
future studies should consider comparing residential facilities within the same region,
between regions, and across the country. Specifically exploring the differences between
staff orientation, compensation, workload, race, and age among various organizations and
institutions would contribute to the literature. It is suggested that organizations and
institutions conduct additional studies using qualitative methods to further explore beliefs
of FLRS. Recommendations for future studies are to examine how race impacts belief
toward mental illness independently of other variables. Exploring race could fill the gaps
within the inconsistent existing research regarding how race influences perception toward
mental illness.
A limitation of this study is that the sample size represents more African
American females, which limits the generalizability of the study. The current study did
not explore how clinical supervision for FLRS can impact attitudes/beliefs toward mental
illness and burnout. Smith and Cashwell (2011) maintain that clinical supervision offers
staff a way to cope with their jobs while increasing their perspective-taking. Pazaratz
(2000) asserted that supervision for FLRS could increase staff confidence and restraint.
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Clinical supervision is sometimes incorporated while earning a doctoral degree, but often
not included at the master’s level, or removed from practice. Infusing supervision content
and experiences during the preparation of master's level mental health workers might
improve the quality of comprehensiveness of supervision for FLRS. Including clinical
supervision as a resource for FLRS can change the way residential treatment centers
experience burnout thus helping staff manage their own beliefs and expectations.
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Appendix A
Maslach Burnout Inventory
Using the scale below, please indicate frequency with which you think or feel a particular way.
Never
A few
Once a
A few
Once
A few
Every
times
month
times
a
times
day
per
per
week per week
year
month
I feel emotionally drained by my
work.
Working with people all day long
requires a great deal of effort.
I feel like my work is breaking me.
I feel frustrated by my work.
I feel I work too hard at my job.
It stresses me too much to work in
direct contact with people.
I feel like I’m at the end of my
rope.
I feel I look after certain
patients/clients impersonally, as if
they are objects.
I feel tired when I get up in the
morning and have to face another
day at work.
I have the impression that my
patients/clients make me
responsible for some of their
problems.
I am at the end of my patience at
the end of my work day.
I really don’t care what happens to
some of my patients/clients.
I have become more insensitive to
people since I have been working.
I’m afraid that this job is making
me uncaring.
I accomplish many worthwhile
things in this job.
I feel full of energy.
I am easily able to understand
what my patients/clients feel
I look after my patients’/clients’
problems very effectively.
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In my work, I handle emotional
problems very calmly.
Through my work, I feel that I
have a positive influence on
people.
I am easily able to create a relaxed
atmosphere with my
patients/clients.
I feel refreshed when I have been
close to my patients/clients at
work.
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Appendix B
Belief Toward Mental Illness Scale
Using the scale below, please indicate the level of your agreement with the following items.
Questions
Completely
Mostly Slightly Slightly Mostly Completely
disagree
disagree disagree
agree
agree
agree
A mentally ill person is more
likely to harm others than a
normal person.
Mental disorders would require a
much longer period of time to be
cured than would other general
diseases.
It may be a good idea to stay
away from people who have
psychological disorders because
their behavior is dangerous.
The term psychological disorder
makes me feel embarrassed.
A person with a psychological
disorder should have a job with
minor responsibilities.
Mentally ill people are more
likely to be criminals than nonmentally ill people.
Psychological disorders are
recurrent.
I am afraid of what my boss,
friends, and others would think if
I were diagnosed as having a
psychological disorder.
Individuals diagnosed as mentally
ill will suffer from it symptoms
throughout their life.
People who have once received
psychological treatment are likely
to need further treatment in the
future.
It might be difficult for mentally
ill people to follow social rules
such as being punctual and
keeping promises.
I would be embarrassed if people
knew that I dated a person who
once received psychological
treatment.
I am afraid of people who have
psychological disorders because
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they may harm me.
A person with a psychological
disorder is less likely to function
well as a parent.
I would be embarrassed if a
person in my family became
mentally ill.
People who have received
treatment for a mental illness
should not marry and have
children.
Mentally ill people are likely to
be dangerous regardless of their
diagnoses.
I do not believe that
psychological disorders are ever
completely cured.
Mentally ill people are unlikely to
be able to live by themselves
because they are unable to assume
responsibilities.
Most people would not
knowingly be friends with a
mentally ill person.
The behavior of people who have
psychological disorders is
unpredictable.
Psychological disorders are
unlikely to be cured regardless of
treatment.
Even if I had psychological
disorder, I would avoid having
treatment because I am ashamed
of it.
I would not trust the work of a
mentally ill person assigned to
my work team.
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Appendix C
Please do not write your name on this form. It will be stored separately from any other
information that you complete during this study and will not be linked with your
responses in any way.
For the following items, please select the one response that is most descriptive of you or
fill in the blank as appropriate.

Gender: Female ___
Male ___ Transgender ___
Age: _____
Ethnicity:
Asian or Pacific Islander
Black/African American
Hispanic/Latino American
White/Caucasian
Other______
Highest Level of academic attainment:
High School
Associate Degree
Bachelor’s Degree
Master’s Degree
Post Baccalaureate Certificate
Doctorate or Professional Degree
Job Category:
Clinical
Milieu
Medical
Length of time on this job ________________
How long have you been working as a residential provider? _______________
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